The heart is large and globular, and occupied most of the lower part of the left chest, the left lower lobe of the lung being collapsed and airless. Superficially it shows no indication of two ventricles, and the wall feels of the same thickness throughout. The auricles are normal and the forainen ovale closed. The auriculo-ventricular valves appear normal and coiimpetent. The ventricular cavity is large and globular, devoid of a septum, but exhibiting a thick convex arch of muscle which separates the aorta and pulmonary artery and roughly divides off a small left ventricle, the infundibular lportion, from the large dilated right ventricle into which both auricles open. The pulmonary artery is much dilated above its origin, as far as the origin of the two main trunks. The ductus arteriosus was of small size and would admit a very fine probe. It could not be regarded as pervious.
The dilatation of the pulmonary artery was no doubt due to the large amount of blood driven into it at each systole. The aorta was sml-all and received little blood. This accounts for the poor development of the child. Malnutrition is an imlportant sign of bad prognosis in congenital heart affections.
Case of Congenital Morbus Cordis: Defect of the Septum between the Auricles.
By GEORGE CARPENTER, M.D.
PERCY C., an infant aged 6 mnonths, was admitted into the Queen's Hospital for Children suffering froml diarrhoea and vomiting on Septenber 14, 1908. He had been breast-fed for three months and then was given cows' milk and water. The mother had had four children living and healthy, three premature births, and one born dead. When admitted into the hospital he was not well nourished. His stools were loose and consisted of curds. The area of cardiac dulness and the apex beat were normal. Over the second left intercostal space, near the sternum, there was a harsh systolic bruit, of greatest intensity at this spot. It conducted all over the front of the chest, was better heard on the left side than the right, but was inaudible in the great vessels of the neck and at the back of the chest.
While in hospital the infant was fretful and nearly always crying, and steadily lost weight. When admitted into the wards he weighed 101 lb., and the day preceding his death the weight had fallen to 91lb. lloz.
Sickness only occurred occasionally, and his motions varied from a minimum of one to a maximum of seven in the twenty-four hours. During the last week of his life he had frequent attacks of collapse, and on October 11, in spite of stimulants, he succumbed during one of these. The bruit was very loud towards the end of his life.
At the post-mlortem examination the lungs showed considerable areas of collapse and the liver was congested. Heart: the auricular septum was defective, there being a round communication between the two chambers at its posterior part about 4 in. in diameter. Behind, the foramen was bounded by a narrow translucent fibrous structure, the extreme posterior part of the defective septum. In front the margin of the rounded aperture was crescentic when viewed from either chamber; but, whereas the crescent on the side of the left auricle was single, when seen from the side of the right auricle it was found to be double. This was due to the fact that the anterior part of the auricular septum was divided vertically into two parts, each of the divisions commencing with a crescent-shaped margin. A probe passed between the divisions traversed the septum for nearly -4 in. and then appeared in the left auricle, being bounded by a small crescentic orifice, the crescentic part of which was formed by the left side of the septum, the resulting channel (when distended) being of the capacity of about 1 in. in diameter. That part of the auricular septum commencing in the anterior crescentic segment on the left side was thin and translucent, whereas that starting in the crescentic segment on the right side was thick and opaque. There was an interval fore and aft of something about 1 in. between these vertically placed crescentic commencements of the anterior part of the inter-auricular septum. These parts contained the semilunar valve and foramen ovale, and although the latter was not closed it was very efficiently guarded. Thus the defect was in the auricular septum proper and not in the part comnprising the semilunar valve. The right auricle was the larger and the more muscular of the two, but there was not much to choose between them in regard to the thickness of their walls.
The apex of the heart was, as usual, formed by the left ventricle, but there was a distinct interval between it and the apex of the right ventricle, the two ventricular ends forming a couple of nipplelike endings to the organ. The interest of the case lies as much if not more in the murmur heard during life as in the defective auricular septum. There must have been a free admixture of arterial and venous blood during life. This admixture is so frequently unassociated with cyanosis that this explanation for the morbus cceruleus hue seems hardly worth mentioning. But the systolic bruit, best heard over the pulmonary orifice, is not explained by the ascertained anatomical facts. The aorta and pulmonary artery were of equal size, their valves were of perfect shape and apposition, their ventricular connexions displayed no abnorimialities, and yet the signs during life suggested some lesion of the pulmonary artery or a defect in the ventricular septum. And yet there was none of these things, only a large hole connecting the right and left auricles.
Perhaps after all the murmur was not properly timed, and what was thought to be systolic really preceded the systole. There was no doubt about the presence of a loud murmur, it is only its timing that may have been faulty. It is not easy to accurately time murmurs in rapidly acting hearts in infants, as all who undertake that task will readily agree. If the bruit were produced at the defective septum, it could hardly have happened during the cardiac systole. But that it was manufactured in the auricles is the only reasonable explanation for its presence in the absence of obvious recognized murmur-producing abnormalities.
Case of Cerebral Hwemorrhage in an Infant aged 2 months. By GEORGE CARPENTER, M.D. HENRY P., aged 2 months, when admitted into the Queen's Hospital for Children on June 10, 1908, had been ailing with a cough for three weeks. He was breast-fed. His mother stated that " he often became very blue and wheezed as if he could not get his breath." He was a fine healthy-looking infant when he was brought to the hospital. He had the physical signs of bronchitis, a palpable spleen, and a subnormal temperature. The pulse-rate was 120 and the respiration-rate 40 to the minute. On June 15 he seemed to be fairly well, but there was still some wheezing in the chest. On June 20 he was better and the cough was less; but he had very little cough during the whole of his stay in the hospital. A few crepitations were heard over the right base. The motions were green. On June 23 his temperature began to rise and the thermometer registered 100.80 F.; on June 24 it was under 100°F.; but on June 25 it ran up to 104'6°F. He then had stupor, marked retraction of the head, and opisthotonos, which came on suddenly in the night. The fontanelle was depressed. Nothing
